However, the mere coexistence of different healing modalities does not produce an integrative system of care. Indeed, within the current health care system, patients and providers experience problems when multiple-but uncoordinated-healing approaches are used (Markman, 2002) . For example, adverse herb-drug interactions may occur as patients mix herbal and pharmaceutical treatments without the awareness or guidance of health care providers (Ang-Lee, Moss, & Wuan, 2001; Piscitelli, 2000; Piscitelli, Burstein, Chaitt, Alfaro, & Falloon 2002) . Other problems include poor communication between providers and patients; issues about credentials, training, and licensure of providers; and excessive costs of multiple, uncoordinated treatments (Cohen & Eisenberg, 2002) .
Increasingly, the terms integrated or integrative describe medical practices that, while retaining many of the characteristics and strengths of biomedicine, also embrace the more holistic concepts and methods of complementary and alternative practices (Rakel & Weil, 2003) .
A healthy, effective system of integrative care will require a conscious, thoughtful approach to combining different healing modalities. Just what new models of care will emerge and how quickly they will evolve is unclear (Barrett, 2003) . This article describes the rationales for conventional practitioners' moving toward integrative practices, delineates seven models of integrative care, and makes recommendations for practical steps toward integration.
RATIONALES FOR MOVING TOWARD INTEGRATIVE CARE
Research investigating the motives of complementary and alternative medicine (CAM) users suggests that although many consumers still value and rely on conventional care, they are often simultaneously using CAM, either in self-care or by visiting complementary practitioners (Eisenberg et al., 1993) . Primary motivations for consumers' use of CAM include an appreciation of many of the characteristics and qualities of CAM care that are not typically found in mainstream medicine, including a holistic approach to healing, personal attention, cultural sensitivity, lower cost, and fewer negative side effects (Astin, 1998) . These characteristics include beliefs, values, and practices held in common by many complementary and alternative modalities, including emphasis on promoting the body's self-healing abilities; recognition of the interaction of mind, body, and spirit in healing; and acknowledgment of the individualized healing journey (Gaylord & Coeytaux, 2002) .
Like their patients, mainstream health care practitioners are exploring nonconventional health and healing options in greater numbers. A primary motivation is desire to communicate more effectively and be more knowledgeable in interactions with their patients who are coming to them with questions about complementary and alternative therapies.
A second motivation for practitioners is perceived limitations of conventional health care (Astin, Ariane, Pelletier, Hansen, & Haskell, 1998; Crock, Jarjoura, Polen, & Rutecki, 1999; Starfield, 2000; White, Resch, & Ernst, 1997) . Some cite dissatisfaction with the fast pace and pharmaceutical focus of conventional care as a reason for exploring CAM. The dramatic statistics on medical errors and pharmaceutical risks have alerted providers to the need for concern about the safety of conventional medical practices (Lazarou, Pomeranz, & Corey, 1998) . Deaths from medical errors in 1997 exceeded those from motor vehicle accidents, breast cancer, AIDS, or workplace injuries (Institute of Medicine, 1999) .
Another strong motivator is the search for effective treatments for diseases that do not respond well to conventional care. For example, a growing list of systemic disorders (such as fibromyalgia) and lifestyle-related health problems frequently fail to respond to the treatment approaches of conventional medical practice (DeBacquer et al., 2004; Yunus, Bennett, Romano, et al., 1997) . Evidence has shown that integrative care offers expanded treatment options and enhanced health care outcomes (Davidson, Abraham, Connor, & McLoed, 2003; Shults et al., 2002; Somri et al., 2001) .
Positive personal experiences with CAM, positive feedback from their patients about CAM, and reports of exemplary health care programs that have incorporated CAM compel some practitioners to learn more about these therapies. The growing emphasis on patientcentered care and patient satisfaction as a legitimate care outcome has stimulated incorporation of popular CAM therapies such as bodywork and use of essential oils into treatment. The increased interest in preventive approaches is also a compelling rationale for attraction to CAM therapies (Ernst, 2001) .
Health insurers and managed care organizations that have incorporated CAM into their policies state that their primary motivation is market demand. Therapies such as nutritional counseling, biofeedback, acupuncture, preventive medicine, and chiropractic are increasingly covered under many health plans (Pelletier, Astin, & Haskell, 1999) .
Whatever the motivation, increasing numbers of conventional clinicians and health care organizations are learning about and exploring CAM therapies. Some of them are contemplating or actively integrating complementary and conventional methods, in both small and more comprehensive ways (J. Barnes, Abbot, Harkness, & Ernst, 1999; Barrett, 2003; Moore, 1997; Veenstra, 2000) . Integrative care may take many forms; these forms have been categorized as models and are described below.
MODELS OF INTEGRATIVE HEALTH CARE
Many models of integrated care delivery are possible. For the conventional practitioner, integration may involve acquiring specific knowledge and skills of one or more complementary/alternative modalities sufficient to practice at some level, networking with CAM providers, or simply feeling comfortable talking to patients about their use of CAM modalities. At the other end of the spectrum are more complex models such as multidisciplinary practices, in which a mix of complementary and conventional practitioners share space, and interdisciplinary practices, which involve various levels of integrated patient management through a partnered arrangement.
One type of practice does not necessarily evolve into other, more elaborate, arrangements. The initial form and subsequent development depend on practitioner interests, resources, experience with integration, motivation, skills, and the ability to adapt within the culture of integration. Seven different approaches to integration are described below. These models are based on the authors' observations of integrative practices, including a variety of those based in central North Carolina, as well as discussions with mainstream health care providers who are choosing to practice integrative medicine.
Although these seven models describe general approaches to integration, each integrated practice also reflects a unique and personal professional journey for those involved. The practitioners who choose the path to integration do so for many reasons, which ultimately shape the new practice's final design.
Model 1: The Informed Clinician
In this simplest type of integrative practice, a conventional-care provider becomes knowledgeable about one or more complementary therapies and is therefore better able to communicate and accurately inform patients about their use. An example of such an approach is a family medicine physician who becomes knowledgeable about herbal/supplement therapies and mind-body therapies for conditions commonly seen in the clinic. The physician regularly asks patients about their use of CAM and is open to their responses. Although communication and information sharing is the primary goal in this model, the health professional may recommend certain CAM approaches, such as a particular nutritional supplement, mind-body therapy, or body-work therapy, as part of a care plan, based on patients' openness, research findings, and optimizing outcomes (Gordon, 1996) .
For each complementary/alternative therapy studied and incorporated into the practice, the clinician should seek to understand the following:
• the basic assumptions inherent in the complementary modality relating to health and healing;
• the principal decision-making strategies for that therapy;
• the typical scope of the discipline, including specific exclusions;
• methods for applying the treatment; • any inherent side effects; and • any known adverse interactions with conventional treatments. Initial benefits of this approach are improved patient communication, improved ability to provide information to patients on safety and efficacy of CAM therapies, and, to a limited degree, ability to make informed suggestions about patients' use of complementary practices. The conventional-care provider may also benefit personally through CAM-directed self-care.
This model has limitations. The provider may not be knowledgeable about subtle distinctions that guide CAM therapy choices, there is no mechanism for feedback from CAM community providers other than patients'reporting of their experiences, and it may be difficult to track outcomes specifically related to integrated therapies.
Often, practitioners initially adopt this approach to satisfy patients' inquiries about CAM in their areas of practice or to provide guidelines for use of herbals and supplements, including their interactions with conventional drug therapies. As practitioners gain experience through listening to patients and reading the literature on CAM, they may be inspired to begin a limited use of CAM therapies within their practice. Motivation may include increased breadth of therapeutic choices, improved rapport with patients, and improved symptom management.
Education may be largely self-study. Although no credentials are necessary, study is likely to require several hours of reading a week and one or more conferences or workshops each year. Costs-for books, an online herbal information service, and conferences-are moderate. Risks to practitioner reputation and patients are low. This approach usually requires more time for education per patient visit. Ultimately, the benefits are likely to be improved patient care and, perhaps, enhanced physician satisfaction and improved reputation with patients.
Ideally, this model of integrated practice would evolve to directly contacting and visiting local CAM providers such as massage therapists, nutritionists, or pharmacies, so as to provide a more accurate referral source for patients. The practitioner may also provide educa-tional materials and train staff to educate their patients, provide online access to an herbal information service, begin using herbals/supplements in self-care, or develop a local resource list of mind-body therapies. Feedback in the evaluation of this approach comes primarily from patients and personal and clinical experience with CAM therapies and outcomes.
Model 2: The Informed, Networking Clinician
This type of integrated practice builds on the first model, adding informal referral networks with CAM practitioners to the provider's growing breadth and depth of knowledge of complementary therapies. Building a referral base depends on exploration of local resources, patients' and colleagues' referrals, and personal experience. Visiting the CAM practice environment and meeting with each provider face to face is important, as is discussion of needs for communication and documentation. Mutual understanding and trust develop with multiple interactions over time. The conventional-care practitioner may choose the number and types of referrals made and the degree of interaction with each complementary practitioner, with continued interactions being contingent on outcomes, patient feedback, and ongoing communication. Autonomy of each practitioner is maintained. An example of this approach is found in the University of North Carolina (UNC) Headache Clinic in Chapel Hill. Here, a neurologist integrates the skills and services of local CAM practitioners as he refers his patients with migraine and other forms of head and neck pain. These complementary therapies include acupuncture (on-and off-site), herbal medicine, naturopathy, hypnosis, traditional Chinese medicine, craniosacral therapy, homeopathy, and neurolinguistic programming (NLP).
A major advantage of this model over Model 1 is that it offers a broader range of treatment options for patients, including use of established community referral patterns when institutional policies limit complementary practitioner credentialing for on-site therapy. Patients may feel empowered by visiting CAM practitioners and providing feedback to the conventional-care provider, thus furthering the development of attitudes of self-care for the patient. Limitations include lack of control of documentation, lack of face-to-face time between practitioners for discussion of cases, difficulty in tracking patient follow-through and outcomes, inconvenience to patients who must travel to different sites to follow through with treatments, uneven credentialing of CAM providers, and lack of third-party coverage for complementary services. Risks to patients and reputation are small when referral networks are created and maintained responsibly. There is a slight increase in overall legal risk if the conventional-care practitioner attempts to control the scope of therapy provided by the CAM practitioner to which he or she referred the patient. In this case, if there is a negative outcome in a patient interaction with the CAM practitioner, the patient may attempt to hold the conventional-care provider liable for the alleged failings of the CAM practitioner.
Although additional credentials are not required for the conventional-care practitioner, additional resources are needed beyond that of Model 1. These include time for initial visits and follow-up communications with CAM providers and costs of personal education about CAM, including books, online CAM services, seminars, and professional meetings. It may also require more time per patient visit to educate patients about the reasons for CAM referral, to describe the nature of the treatment to be administered by the CAM practitioner, and to arrange for follow-up. The path for Model 2 begins with Model 1 and includes increased research and experience in the use of specific CAM therapies for specific conditions, development of clinical pathways that include CAM therapies, and networking and personal experience with local CAM providers. Careful documentation of outcomes is essential to measuring success in this model. Feedback for evaluation comes from patients, CAM practitioners and other caregivers, and personal experience.
Model 3: The Informed, CAM-Trained Clinician
In this next model, the conventional-care practitioner, who may or may not have already developed referral networks, adds specific training in CAM therapies to a basic knowledge of CAM. An example of this model is an established, conventionally trained M.D. in general practice who becomes a licensed acupuncturist by taking a course with certification provided by a nationally recognized training organization and then becoming licensed in the state.
A principal advantage of this approach is that the documentation of indications and outcomes are under the immediate control of the clinician. Another advantage is that the practitioner accumulates personal experience in applying a complementary therapy. This approach requires documentation of training or credentialing and liability insurance covering the newly acquired skills (Cohen, 2002) . Feedback for evaluation of this approach comes from patients, other providers, personal experience, and health maintenance organizations (HMOs).
Among the motivating factors for pursuing this model is a desire to expand professional skills, expand treatment options, and add billable procedures to the practice mix. Credentials are desirable for legal purposes as well as for providing the patient with some reassurance of adequate training in the given modality. There is an investment of time and other costs. For example, acupuncture training may involve 3 to 4 weeks away from practice, plus several hours per week for video viewing and reading. The investment in books, travel, tuition, equipment, and time away from work is substantial. The gains are in practitioner satisfaction, enhanced patient care, improved reputation, and billable procedures.
This approach involves relatively little risk to reputation or patients, although the addition of services not typically covered by insurers may increase the complexity and cost of practice management. Furthermore, working providers will have limited time to devote to indepth training in a CAM therapy or system in the continuing education context (i.e., brief course sessions, at-home study). Emersion in CAM training typically requires time off from clinical practice. Thus, the service offered based on continuing education study would be qualitatively different from that of a specialist in that therapy or system.
The path to Model 3 may be directly from Model 1 but may include Model 2. The practitioner's path may lead further to a career shift, involving a major emphasis in a CAM modality, training in other complementary modalities, and collaborating with additional complementary practitioners.
Model 4: Multidisciplinary Integrative Group Practice
In this model, practitioners provide both conventional and complementary therapies in a partnership, often focused on specific clinical issues. A distinctive feature of this model is that although practitioners work collaboratively in the same office setting, patients see different providers in the clinic, although cross-referrals happen regularly. Theoretically, the case manager could be any one of the care providers, and the choice should be in the hands of the patient in most instances. For example, the patient may initially enter the clinic to see the nonphysician acupuncturist for back pain, and then the acupuncturist may refer the patient to the internist for further evaluation. An example of this approach is the Texas Back Institute, in Plano, Texas. This group specializes in the treatment and management of back pain and includes an orthopedist, an osteopath, a family practitioner, a massage therapist, and a biofeedback therapist working collaboratively in the same facility (Coile, 1995; Pristave, Becker, & McCarthy, 1995; Triano, Rashbaum, Hansen, & Raley, 2001) .
A major advantage of this model is its ability to focus on specific clinical areas, such as family medicine, women's health, pain, geriatrics, or rheumatological disorders. Lower overhead is also possible due to shared office space and support personnel. Among the major limitations are the risks of greater financial vulnerability due to variability in productivity among staff and possibly legal risks to the practice if key personnel do not have adequate credentials (Cohen, 2002) .
A key motivating factor here is the desire to focus on a specific health problem in a collaborative, integrative fashion. Although this model requires no additional training in each associates' modality, additional education is required for each associate to become adequately familiar with the others' discipline. Costs are incurred in the start-up phase and for space, staff, and development of a business plan. Attention must be paid to the mix of personnel, including appropriate training and credentials for each practitioner.
A factor to consider is the significant differences in beliefs, training, and practice styles of the partners. This can lead to confusion about the role that each plays in decision making and care of a given patient. Clearly identifying the primary case manager for each patient is important in this setting to improve communication between practitioners, to direct care plans, and to avoid conflicts over patient care. In this model, there may be challenges in working out financial arrangements and risk/reward assignments because of the uneven reimbursements by insurers. Up-front payments for some but not all services may create confusion for clients.
The benefits can be considerable. Early detection of nonresponse to conventional care can result in earlier integration of CAM therapies. The practice design permits highly focused efforts as well as the clear definition of treatment protocols and outcomes. Furthermore, the openness to considering and applying reasonable treatment strategies may enhance practitioners' reputations among patients and referral sources, as well as increase patients' satisfaction. There is the potential for cross-fertilization of ideas and synergy of therapeutics in this model because of the practitioners' proximity each other and familiarity with approaches to care.
The evolution of this model may include expanding staff to include other CAM providers (herbalist, Reiki healer, etc.) and expanding treatment focus to other conditions/age groups. Other developments, such as the inclusion of group therapy, may help empower patients with support and information. Feedback for this approach comes from group members, patients, other caregivers, and HMOs. Of all the models presented here, this one may provide the optimal mix of ease of implementation, efficient delivery of patient care, and enhanced caregiver growth.
Model 5: Interdisciplinary Integrative Group Practice
A further level of integration takes place in this model, in which care providers in multiple disciplines see patients together as a team. As in Model 4, the focus is often on a special area, such as chronic pain or women's health. The team leader is often a physician, although other team leaders are also feasible. The case manager may be the physician or another health care professional. In one version of this model, each conventional-care provider has some train-ing in a CAM discipline. For example, team members in the UNC Integrative Medicine Clinic, which focuses on the treatment of chronic pain, include a physiatrist with expertise in traditional Chinese medicine, a neurologist with expertise in hypnosis and neurolinguistic programming, a pharmacist with expertise in herbal and nutritional therapies, a clinical psychologist with expertise in mind-body therapies, and a physical therapist with expertise in bodywork therapies. In addition to a core team that sees each patient, auxiliary team members, such as a homeopath or Feldenkrais practitioner, may be asked by the team leader to address the need of a specific patient. Larger group practices may include multiple primary and auxiliary teams. For example, the East-West Health Centers in Denver, Colorado, includes nine conventional providers (four family practice physicians, two internists, one osteopath, one dermatologist, and one physiatrist) as well as six CAM providers (herbal medicine, chiropractic, naturopathy, acupuncture, hypnosis, NLP, and homeopathy) who come together as teams to see individual patients (Herre & Faass, 2001 ).
An advantage of this model over the preceding one is that patients obtain an interdisciplinary perspective on their illness as well as a comprehensive treatment plan, with follow-up that may address multiple issues-in essence, one-stop care for many patients. In addition, this model, even more so than the preceding one, encourages expanded educational opportunities for practitioners, as their daily interactions stimulate continual cross-disciplinary learning and discussion. Success depends on the openness and communication skills of group members. Depending on arrangements, this model may offer financial cross-coverage as well as an improved negotiating position with respect to HMOs and other insurers. Disadvantages may include difficulty arriving at consensus regarding overall goals or resolving financial inequities among the various participants. Potential difficulties include working through different operating assumptions about the nature of healing.
Motivation for the development of this model typically involves a desire to address often complex medical problems comprehensively yet efficiently. However, additional time outside of direct patient care is required for discussion of patients and organizational issues. A case manager may be required to screen patients for the clinic and to organize the clinic visits. Although little additional training is required of the individual practitioners, knowledge and skills grow with team interaction and with individuals' continuing education. There are some additional costs and legal risks; an evolving system of this size needs flexibility in space allocation and additional overhead in the form of support staff.
This practice model evolves with the expansion of staff to include other complementary providers and subspecialization as practitioners discover areas of particular expertise and success. Evaluation of this approach comes from patients, group members, insurers, and local referral sources.
Model 6: Hospital-Based Integration
This approach integrates conventional and CAM services under the auspices of a hospital or major medical center. This model has two key goals: to improve patient and family experiences of health care in an inpatient setting and to honor a commitment to provide integrated care. Pioneers in integrative health care include the Sloan Kettering Cancer Center (Zappa, 2001) , the Institute for Health and Healing at California Pacific Medical Center (Stewart & Faass, 2001) , Hennepin County Medical Center (Canfield, 2001) , and a number of hospitals that are affiliates of the Planetree Network (http://www.planetree.org). Such examples provide insight into the logistics, efficacy, and value of combining complementary and conventional care (Faass, 2001) . Although each approaches integrative health care in a unique way, all seek to expand patient care options, to improve communications and patient-caregiver relationships, to reduce dependency on pharmaceutical and technological interventions in favor of more natural treatments, and to provide a greater attention to wellness, disease prevention, and self-care, which should lead to improved outcomes for their patients.
Costs associated with implementation at this level include time and personnel dedicated for planning and staff education, consultation fees in the start-up process, and renovation costs.
Credentialing is required for complementary/alternative care providers working in the hospital settings, but licensure may not be necessary if administrative permissions are granted. The only significant risks are those to the hospital/medical center's reputation if community perceptions of complementary medical practices are negative.
As with the other models of group practice, there may be difficulty in achieving agreement by participants, and there are potential financial problems related to compensation and reimbursement. The benefits of the model include improved patient care and satisfaction and enhanced reputation. Other potential benefits are the retention of nursing and service staff members and an increased competitive edge for the hospital regionally. In addition, there may be opportunities for volunteers to participate in programs supporting patient-centered care, such as healing arts and animal-assisted therapies. There must be acceptance and leadership by hospital administrators who are likely to judge the program based on patient satisfaction surveys and costs. Physicians and other staff members should be included in planning and implementation. Use of hospital resources usually depends on competitive allocation, based on perceived needs and the potential for attracting patients.
Hospital-based integrated practice evolves from concept to pilot projects to expanded implementation in multiple parts of the institution. Feedback to evaluate this approach comes from patients, staff members, hospital/center administrators, and outside agencies that evaluate patient satisfaction, such as Press-Ganey Associates.
Model 7: Integrative Medicine in an Academic Medical Center
Integrative medicine within an academic medicine center weaves together teaching, research, and clinical care, and it facilitates expanded awareness and understanding of CAM and integrative care among health care providers, increased integrative clinical services, and increased research initiatives. The UNC Program on Integrative Medicine is an example of this approach. This program and the university's Departments of Family Medicine, Neurology, Physical Medicine and Rehabilitation, and Obstetrics and Gynecology have cooperated to develop and sustain a teaching program in complementary medicine that involves students, resident physicians, faculty, and community practitioners. Clinical services developed through this effort include a CAM consultation service and an integrative medicine clinic that provide teaching opportunities and additional resources to the community. Major limitations include difficulty in credentialing CAM providers within the health center for provision of clinical and educational services and the high cost of providing services in an educational setting.
Academic health professionals, who typically combine clinical care with teaching and research, are drawn into the integrative medicine arena through the needs of their patients or research initiatives. Administrative costs and staff support may be funded by research grants or by public or private endowments. Educational risks to the reputation of the institution are minimized by emphasizing an evidence-based approach, as well as by demographic statistics describing patients' increasing use of CAM and the responsibility of the academic medi-cal community to provide education about CAM therapies. Well-designed research projects raise awareness of CAM therapies in a safe and supportive environment, with the potential stigma of undertaking nonmainstream research offset by the validation of receiving external funding, such as National Institutes of Health grants.
Employing credentialed CAM providers for clinical services can minimize legal risks. Impediments to this model include the heavy reliance on M.D.s to practice CAM and the need to operate under multiple administrative umbrellas with their associated political and financial pressures. The issue of CAM provider credentialing is also a challenge, as is the likelihood of multiple interest groups competing for limited resources. The benefits of the academic model include improved patient care and exposure of students, residents, and faculty to CAM, as well as multiple opportunities for both basic and clinical research.
This model may evolve on many levels: expansion into the medical center departments and divisions in the areas of teaching and clinical care, expansion of integrative patient care through consultation and research, and expansion through outsourcing CAM therapies to the community when health center policies cannot accommodate complementary medicine providers. Feedback for evaluation of this approach comes from patients, students, residents, faculty, administrators, press, public, HMOs, and community providers, including CAM practitioners (Carlston, Stuart, & Jonas, 1997) .
STEPS TOWARD INTEGRATING CAM WITH CONVENTIONAL PRACTICE
A complex mixture of options and barriers influences conventional-care practitioners toward or away from integration. These factors are shaped by individual and interpersonal experiences as well as personal beliefs, institutional policies, and societal forces. They include caregiver openness, health care administrative support, community resources, availability of educational and training opportunities, and concern for patients' safety and care quality. Control over these many factors varies considerably. For example, while decisions regarding personal education may be largely under individual control, more difficult to influence are institutional and societal barriers such as limited third-party reimbursement for CAM services. The models of integration described above are merely examples of many possible variations; the form that develops is unique to each situation. Also unique are individual providers' paths toward integration, which may initially be triggered by diverse events-a colleague's or patient's report, a research article, or a personal experience of illness. The resulting steps toward integrative practice are likewise individualized, often gradual and circuitous, with auspicious coincidences along the way.
Nevertheless, it is possible to outline a structured, formalized process for moving toward integrated practice, beginning with a few initial steps that are crucial for success. These first steps to integration are simple, relatively low-cost activities that set the stage for the development of an integrated practice. They include assessing beliefs, acquiring knowledge, and adopting new attitudes and behaviors.
Assessing Beliefs
The process begins with a critical first step: an inventory of personal beliefs about illness and healing. Practitioners may never have completed such an inventory, even during medical training. From this honest appraisal, there may come a renewal of motivation and compassion in the service of others, along with a desire to acquire new skills and knowledge for enhancing caregiving. Reflection on the principles of complementary care in terms of one's personal beliefs and care practices should aid in this process. These principles include an emphasis on patient/healer communication and self-care that form the foundation for integrated practice.
Accessing and Acquiring Knowledge
Next comes an honest self-assessment of one's personal knowledge base of complementary and alternative practices. Reviewing a textbook on CAM or integrative medicine may provide an initial basis for this assessment. One starting point is to become knowledgeable about at least one CAM therapy, including evidence that supports its use and possible adverse effects. Ideally, one should survey the breadth of CAM therapies and systems of healing, including their principles and assumptions regarding illness causation and management. Selected CAM topics can then be explored in further depth, depending on interest and area of desired specialization.
Excellent continuing education courses and self-study materials are available, including good-quality research reports in peer-reviewed journals. Conferences provide opportunities for training as well as networking. Training in one or more CAM modalities is another option. Observation, personal experience, and/or instruction in specific applications of complementary/ alternative methods with local practitioners can be valuable learning strategies.
Furthermore, it is important to develop and maintain methods for keeping up to date with reports on CAM-related basic research, clinical outcomes, and complications arising from integrative approaches. Examples include subscribing to key journals or initiating a journal club. Moreover, becoming knowledgeable about CAM requires being well informed about various contextual issues that affect integrated practice, including the political and economic factors influencing medical practice and public health policy.
Communicating With Patients/Clients
Skillful communication with those who hold diverse belief systems is essential for professionalism in health care. To assess skills in this area, consider the following questions: Does history taking routinely probe the details of CAM use? Do conventional providers listen to their patients'experiences with alternative care providers and their sources of information? Are these therapeutic approaches investigated? The basis for effective communications is an attitude or belief in a partnership with patients, with shared responsibility in therapeutic planning and implementation. This partnership is, in essence, an opportunity to communicate and learn from each other. To ensure success, both patients and caregivers must abandon paternalistic expectations and attitudes in communication and care.
Communicating With CAM Providers
Success also depends on practitioners' connections with individual CAM providers and integrative practices. Personal contact with these providers-through referrals, visits, or collegial gatherings-is critically important. It is particularly helpful to visit the community practice settings of CAM providers, who may include chiropractic physicians, herbalists, massage therapists, or shamans. Where feasible, it would be worthwhile to gain personal experience in the therapy. Developing a friendly professional relationship with these providers may offer the basis for effective collaborative patient care.
Building on Clinical Experience
Conventional health professionals may be relieved to find that that they can build on previously learned skills and experience in shifting to integrative health care. New skills, abilities, and knowledge may be incorporated with conventional clinical skills, diagnostic abilities, and knowledge under a new conceptual framework.
As with any clinical care, it remains important to record clinical observations about negative and positive outcomes, including patient satisfaction with both complementary/alternative and conventional therapies. This information can provide a base of experience that will guide future interventions and referral choices and perhaps lead to the development of ideas for research projects.
Developing Professional Networks
Professional development will benefit from the support of like-minded colleagues, both locally and through national professional organizations. These support systems should include interdisciplinary networks. Such affiliations provide opportunities to share experience, address common issues, and seek additional education and training. They may also lead to increased appreciation of the broader societal issues that accompany the integration of CAM with conventional care, including the need for political, regulatory, and organizational changes.
Additional Resources Needed
Adequate resources are an obvious requirement for successfully integrating a practice. Investments of time and money vary widely, depending on the model of integration and the types of education, training, personnel, facilities, or equipment desired. The required education may require significant amounts of time and money, and some models of integration involve increased costs for facilities or equipment, such as massage tables or herbalinformation databases. These investments may often be made feasible by incorporating them at a pace suitable to the provider (see Figure 1 ).
CHALLENGES IN MOVING TOWARD INTEGRATIVE CARE
A number of challenges must be met, on the individual, organizational, and system level, for integrative health care to succeed. They include the following.
Information Overload: The Era of Consumer-Driven Health Care
Although for the conventional-care practitioner, the most compelling factor in the movement toward integrative health care is the growing use of CAM by their patients , in the age of information overload, keeping abreast of advances in one's own profession is a daunting task for all care providers, and becoming knowledgeable in the field of CAM can be at least as challenging.
Barriers of the Status Quo
"Usual and customary care" may be used by the insurance and pharmaceutical industries to place economic barriers that impede change and use of alternatives. Integrating CAM into this system is therefore difficult and, in some instances, integration of specific complementary therapies requires greater evidence of efficacy and safety than required of conventional treatments (Bower, 1998) .
Institutional and Regulatory Barriers
Legal statutes, regulations, curricular policy, and professional culture all have a significant effect on the practitioner's ability to provide integrated services. These may vary from state to state and region to region and must be carefully investigated and navigated.
Clash of Clinical Cultures
The lack of a common conceptual framework and corresponding clinical vocabulary can significantly impede integration by making communication challenging among different health care cultures. An attitude of respect, openness, and inquisitiveness is needed to face and surmount this obstacle.
Need for Education Venues
CAM education-whether training in specific CAM techniques or the introduction of fundamental principles-is still a relatively small part of conventional medical education (White House Commission on Complementary and Alternative Medicine Policy, 2002) . Although a few residencies have begun to offer and even require rotations in CAM (Kemper et al., 2000; Muscat, 2000) , and curriculum guidelines and course evaluations are beginning to be published (Kemper et al., 2000; Kligler, Gordon, Stuart, & Sierpina, 2000) , most conventional residencies have not integrated CAM information into their curricula. Although reliable and timely publications about CAM and integrative health care are becoming more
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The move to a new, integrative model of care requires:
• assessing beliefs about healing and appreciating the value of principles of complementary/ alternative care,
• identifying reliable sources of information about complementary and alternative medicine (CAM) and beginning to acquire knowledge,
• developing and maintaining methods for keeping up to date on CAM and integrative medicine research,
• appreciating the political and economic factors shaping medical practice and public health policy,
• communicating with patients about CAM, • documenting clinical experiences, and • developing quality relationships among CAM and conventional-care providers and supporting those exploring new models of care. 
Research Validation: Perceptions and Needs
For many conventional-care practitioners, the chief impediment to implementation of integrated health care is a perceived lack of quality research in CAM. Many conventionalcare practitioners are discouraged by the lack or readily available evidence supporting the value of integration in their routinely read literature. Research publication bias against CAM, dearth of research funding, and the challenges of research design inherent in some CAM modalities have contributed to this lack of quality and quantity in published research. However, with growing national research support and an increasingly broad spectrum of conventional medical journals publishing CAM research, the basis for these criticisms is diminishing.
Financial Disincentives
There are numerous financial disincentives to integration-from the personal costs of time and education, to staff and insurance expenses-but chief among them is the lack of third-party reimbursements for many complementary therapies. Changes in this area will require new policies and practices on the part of insurers, medical professionals, and national and state legislative bodies.
Legal Risks
A particularly thorny set of issues for conventional-care practitioners and for health care consumers relates to licensure, regulation, certification, and privileging of CAM providers in the conventional medicine context. For some consumers, a lack of such standards or licensure may imply a lack of societal approval or legitimacy. As a result, patients may fear disclosing their use of those therapies to their conventional-care providers.
Legal risks are greatest for the conventional-care practitioner attempting to practice integrative care in the following circumstances:
• when patients are referred to a CAM provider without informed consent or adequate education about the type of therapy provided,
• when the condition is fully treatable by conventional means and nonstandard therapy is used with a resulting delay in treatment or diagnosis,
• when patients are referred to a complementary practitioner who is known to be incompetent, • when a patient is jointly treated by a conventional-care provider and a CAM practitioner known to be incompetent, and
• when a condition known to be treatable with a complementary approach is not so treated, especially in the face of failure of other therapies (Cohen, 2002) .
